The visual acuities of 1625 individuals recruited to a community-based clinical trial of ivermectin in southern Sierra Leone were measured, and the prevalence of visual loss in this rural population where onchocerciasis is hyperendemic was determined. Ocular examination was performed before treatment to establish the cause of visual loss. Using WHO definitions, 1-3% were blind (less than 3/60 in both eyes), 4-3% were visually impaired (between 6/24 and 3/60 in the better eye), and a further 3-4% were uniocularly blind (less than 3/60 in one eye and better than 6/24 in the other). Cataract and onchocerciasis were the major causes of visual loss in this population. More than half of the ocular morbidity was preventable or treatable by public health measures or basic curative medicine. These findings are discussed in the light of the available health and eye care services.
Onchocerciasis was the commonest cause of blindness, the second most frequent cause of visual impairment, and accounted for 10% of unilateral blindness. Overall, onchocerciasis accounted for visual loss or uniocular blindness in 1-5% of the study population. Anterior segment disease: sclerosing keratitis (Fig IA) , chronic uveitis (Fig 1B) , and secondary cataract caused as much visual loss as posterior segment disease (optic atrophy and chorioretinitis). However, in most cases visual loss was due to a combination of anterior and posterior segment changes, including secondary glaucoma.
Glaucoma was the cause of blindness or visual 'Acuity less than 6/18-3/60 in the better eye, denominator 1400. 'Acuity worse than 3/60 in one eye and 6/18 or better in the other, denominator 1400. because onchocerciasis was hyperendemic in the area and so the findings may not reflect the actual prevalences of ocular disease in the Tabe river valley. However, this study does give some information on the magnitude and causes of visual loss in similar communities. Blindness was found in 1-3%, visual impairment in 4-3% and uniocular blindness in a further 3*4% ofthe population who could be assessed. Children under the age of 1 year were not included in the study population and children in whom visual acuity could not be measured were excluded from the prevalence of visual impairment and uniocular blindness calculations, so that these figures are likely to overestimate the true total population prevalences. If it is assumed that all 225 children in whom visual acuity could not be measured actually had normal vision in both eyes, then the prevalence of visual impairment would be 3-7% (60/1625) and uniocular blindness 3 0% (48/1625). These are therefore minimum estimates for people aged 1 year or over.
Visual field assessment was not possible in this study. Cases of peripheral field loss with preservation of central acuity, as seen characteristically with optic atrophy secondary to onchocerciasis, were therefore not detected.
Results of population based surveys of blindness in Africa show the prevalence to range from 0 3% to 2-3'" (Table 3) , with cataract being the commonest cause. Community based surveys, undertaken in selected areas, show that in some localities onchocerciasis overtakes cataract as the leading cause of blindness.7" In our study cataract and onchocercal eye disease accounted for 78% ofvisual loss. This is similar to data from the northern savanna region of Sierra Leone.'°C ataract caused visual loss in 2-8% ofthe study population and uniocular blindness in a further 1-1%. Extrapolating from this study to the country as a whole, about 10000 people are blind from cataracts and a further 45 000 have Glaucoma was associated with visual loss in 1% of the study population. In the majority (1 1/16) this was found in association with severe onchocercal disease, an observation that has been previously reported. 16 The frequent gonioscopy findings of extensive peripheral anterior synechiae suggest that the mechanism is one of chronic angle closure, presumably secondary to chronic anterior uveitis. Primary glaucoma accounted for visual loss (less than 6/18 vision) in 0 3%. Levels of uniocular blindness were comparable with previous studies,8 1718 cataract and corneal damage accounting for most cases. Minor trauma, conjunctivitis, childhood measles, and the use of harmful eye practices including traditional medicines are probably important and preventable causes of corneal damage in this area, while xerophthalmia and trachoma were not observed.
More than 50% of all cases of visual loss in this study were treatable or preventable. The most important health measures to reduce visual loss in southern Sierra Leone are: the provision of cataract surgery and spectacles, the distribution of ivermectin in areas where onchocerciasis is hyperendemic, health education regarding harmful ocular practices, the promotion of childhood vaccination programmes, and making available safe treatment such as tetracycline eye ointment for infections. Any planned provision of ophthalmic care needs to concentrate on these basic public health and curative measures, and to provide a service that is accessible and acceptable to the majority of the rural population. 
